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social	 interaction	 and	psychological	 responses	when	 they	 are	 attempting	 to	over-
come	their	limitations	and	regain	function.
Research design:	Qualitative	exploratory	study.
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an	 adequate	 and	 appropriate	 level	 of	 performance.3	 Therefore,	
it	 seems	 clear	 that	 planning	 such	 facilities	 should	 take	note	of	 af-
fordances,	defined	as	 “opportunities	 to	engage	and	 to	act	 in	well-	
learned	or	 instinctive	ways”4	or	 “what	we	choose	 to	do,	given	 the	










beds	 redistributed,	 we	 commenced	 an	 investigation	 of	 consumer	














Investigations	 have	 been	 undertaken	 that	 compare	 the	 effect	
on	 patients	 of	 sunlight,	 sound,	 odour,	windows	 and	 spatial	 layout	




years	 to	 help	 describe	 and	 categorize	 the	 important	 aspects	 of	
























habilitation	 environment	 on	 their	 family	 members	 rehabilitation	
experience.
2  | METHOD
A	 qualitative	 investigation	 using	 a	 phenomenological	 approach	
was	 used	 to	 explore	 the	 perspective	 of	 those	 patients	 and	 in-
formal	 carers	who	had	experienced	 rehabilitation	 in	 the	various	
facilities.	 Interviews	were	conducted	with	patients	and	past	pa-
tients	 (n	=	54),	 informal	 carers	 (n	=	23)	 and	 rehabilitation	 staff	
(n	=	90)	 between	 7.4.17	 and	 14.9.17	 from	 all	 3	 South	 Australia	
metropolitan	health	networks	until	data	saturation	had	occurred	
(see	Table	1	for	participant	characteristics).	Patient	and	 informal	
carer	 interviews	 (lasting	 between	 20	 and	 45	minutes)	 were	 un-
dertaken	with	 one	 experienced	 female	 researcher	 (MK,	AMc	or	
AW)	or	one	experienced	male	consumer	advocate	(DF,	AP	or	PH).	
All	staff	focus	groups	(which	lasted	between	45	and	75	minutes)	
were	 conducted	 by	MK	with	 one	 consumer	 (DF,	 AP	 or	 PH)	 as-
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differently.	One	facility	(Facility	A)	provided	all	inpatient	rehabili-
tation	on	the	third	and	fourth	floors	of	a	refurbished	multi-	storey	
rehabilitation	 building,	 another	 provided	 rehabilitation	 solely	 in	
ground	 floor	 buildings	 (Facility	 B),	 and	 the	 third	 rehabilitation	
service	 provided	 rehabilitation	 in	 two	 ground	 floor	 wards	 and	
one	ward	 located	on	 the	 second	 floor	of	a	multi-	storey	building	
(Facility	C).
Clinical	 staff	 from	each	 rehabilitation	 facility	were	 provided	
information	 on	 the	 study	 trial	 and	 asked	 to	 refer	 patients,	 pa-
tients	who	had	been	admitted	within	 the	 last	6	months,	and	 in-
formal	carers	if	they	agreed	to	being	contacted	by	research	staff	
on	the	ward	or	by	phone,	if	at	home,	to	explain	the	trial	and	make	
a	 time	 to	 meet.	 Clinical	 staff	 and	 managers	 were	 also	 invited	
(by	 email)	 to	 contact	 the	 researchers	 if	 they	were	 interested	 in	
participating	 in	 staff	 focus	 groups.	 As	 only	 those	 who	 showed	




Each	 interview	was	 audiotaped	 and	 transcribed	 verbatim.	 Staff	







To	 ensure	 credibility	 that	 a	 comprehensive	 report	 was	 com-
pleted	 prior	 to	 analysis,	 the	 researchers	 continued	 to	 seek	 in-


























probing	questions	 relating	 to	choices	and	 freedom	to	undertake	
meaningful	 activities	 and	 enjoy	 aspects	 of	 their	 environment.	
Many	patients	felt	that	they	were	on	the	ward	to	undertake	their	
rehabilitation	 sessions	 only,	 and	 accepted	 a	 restrictive	 environ-
ment	 spending	 time	 either	 in	 the	 room	where	 they	 slept	 or	 the	







improve	 their	 rehabilitation	 journey.	They	wanted	 to	be	 familiar	
with	the	ward	environment	and	be	able	to	utilize	areas	of	the	facil-
ity	that	enabled	them	to	carry	on	with	their	life	to	their	capacity.	
Patients	wanted	 to	 access	 facilities	 inside	 like	 the	 therapy	 gym	
and	 kitchen	 area	 either	 independently	 when	 able	 or	 with	 their	
family,	 and	 they	 were	 keen	 to	 spend	 time	 outside	 with	 visiting	
TABLE  1 Participant	descriptors
Facility Facility A Facility B Facility C
Patients
Total 15 24 15





Total 8 22 6





Total	staff 16 52 22
Total	focus	groups 6 9 6
Nursing	staffa 6 35 5
Allied	Healthb 8 16 12
Rehabilitation	physicians 1 0 4
Service	managers 1 1 1
aNursing	 staff	 consisted	of	Enrolled	Nurses,	Registered	Nurses,	Nurse	
Unit	Managers	and	Associate	Nurse	Unit	Managers.	
bAllied	 Health	 consisted	 of	 Speech	 Pathologists,	 Dieticians,	 Social	
Workers,	 Exercise	 Physiologists,	 Physiotherapists,	 Occupational	
Therapists.	
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family,	 and	 friends,	 and	 for	 suitable	 spaces	be	available	 to	meet	
with	their	pets	and	allow	children	to	be	entertained	while	staying	
safe.
That’s	 the	 first	 thing	 I	 commented	 on	 that	 I	 didn’t	
like	 here	was	 the	 fact	 that	 there	was	 nowhere	 you	
could	go	and	make	yourself	a	drink	in	between	meals.
	 (Facility	B;	Patient)













In	 addition	 to	 the	physical	barriers	 identified,	 a	number	of	pa-
tients	 felt	 frustration	 at	 their	 inability	 to	 maintain	 contact	 with	




3.2 | Access to outside areas is a priority and affects 
well- being
This	 issue	 was	 addressed	 differently	 depending	 on	 the	 environ-
ment	 the	 rehabilitation	 service	 patients	 and	 carers	 utilized.	 All	
patients	 and	 carers	 interviewed	 at	 Facility	 B	 discussed	 the	 issue	
passionately,	as	they	reflected	on	the	easy	access	to	outside,	 the	
variety	of	beautiful	gardens	and	courtyards,	and	the	option	to	uti-
lize	 undercover	 areas	when	 they	wished.	 All	 patients	 and	 carers	
























































the	most	 comments	 about	what	 a	 relief	 it	 is	 just	 to	
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get	out	to	where	they	can	sit	on	the	grass	or	not	feel	











interviewed	preferred	 single	 room	accommodation	 (65%),	 a	number	
of	people	were	willing	to	forgo	the	privacy	of	a	single	room	to	reduce	












single	 room.	 I	 suppose	 the	benefits	are	 from	having	
three	or	four	people	 in	a	room,	you’ve	got	company	
sort	 of	 thing	 and	 that	 helps…..that	 would	 help	 and	












be	 going	 through	 something	 life-	changing.………	 in	
















those	who	were	more	mobile,	 usually	only	 attending	 therapy	 ses-
sions	and	then	returning	to	their	bedroom	accommodation.	However,	
even	those	participants	who	were	more	ambulatory	often	described	
a	very	sedentary	and	 repetitive	 rehabilitation	day	with	 limited	ap-
pealing	opportunities	 for	 inside	and	outside	activities.	 In	 addition,	








as	 possible,	 and	 allowing	 people	 the	 opportunity	 to	
get	out,	take	a	wheelchair	around	the	garden,	but	also	
maybe	handrails	or	something	there	so	that	you’re	not	
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I	 feel	 that	 in	 rehab,	 we’re	 promoting	 independence	




co-	founder	of	Apple	 Inc.	 shared,	 “I	 think	Henry	Ford	once	said,	 ‘If	





the	 number	 of	 affordances	 they	were	 provided	within	 their	 reha-
bilitation	 facility.	 Those	 people	who	 enjoyed	 the	most	 choice	 and	












on	 the	client	 in	policy	making	and	codes	during	 the	planning	and	
development	process,	which	is	contradiction	to	Ulrich’s	proposal	of	





















tance	 and	 relevance	 to	 consumers	 of	 a	 number	 of	 the	 findings	 in	
this	current	study	including	the	importance	of	offering	options	and	
choice	 to	patients	undertaking	 rehabilitation.27	This	 current	 study	
suggested	 that	 the	 rehabilitation	 environment	 could	 influence	 the	











It	 is	 acknowledged	 that	 psychological	 comfort	 of	 patients’	
undertaking	 rehabilitation	 is	 important	 for	 good	 outcomes.14,31 
Participants	highlighted	similar	positive	attributes	as	other	studies	
undertaken	in	hospitals,	including	clear	signage	and	other	way	find-
ing	measures,	 proximity	 of	 family	members	 and	 pleasant	 décor.32 
This	 study	 undertaken	 in	 three	 large	 rehabilitation	 services	 in	
South	 Australia	 emphasized	 additional	 aspects	 including	 easy	 ac-
cess	 to	outside	and	environmental	aspects	 that	promote	choice	 in	
the	manner	in	which	they	socialize	and	spend	their	time	outside	of	
formal	therapy	sessions.	The	research	has	demonstrated	that	many	




Despite	 an	 attempt	 for	 health	 services	 to	modernize	 buildings	






is	 important	 to	ensure	 the	environment	eliminates	 “noxious”	 stim-
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dent	 activities	 as	 a	way	of	 increasing	patient	 control	 and	promot-
ing	feelings	of	positivity	and	well-	being.37,38	Similar	to	this	current	




The	 importance	 of	 access	 to	 nature	 was	 a	 repetitive	 theme	
amongst	 interviewed	participants	who	reported	the	relief	of	being	
able	 to	get	away	 from	the	clinical	environment,	and	 the	pressures	
and	expectations	 that	could	pose.	 It	helps	 to	understand	patients’	
















by	 suggesting	 that	 inside	 spaces	 should	 be	 configured	 variously	




cater	 for	different	personalities	 and	needs.	Research	 investigating	

























facility	 to	 facilitate	 an	 optimum	 rehabilitation	 model	 of	 care	 (see	
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